
 

 

PCMH 2014 vs. PCMH 2011 Standards 
        

The most recent release of the National Committee for Quality Assurance’s (NCQA) Patient 

Centered Medical Home (PCMH) standards were released in March, 2014.  NCQA revises their 

patient-centered medical home standards every three years to align with the evolving healthcare 

industry and to address new gaps and challenges facing healthcare today. 

A practice’s recognition status lasts three years; after this period the practice must renew their 

recognition under the current NCQA standards.  As a result, practices must evolve with the 

newest developments in healthcare and continuously improve to maintain their NCQA 

recognition. 

While many of the elements remained the same from the 2011 to the 2014 standards, there are 

new areas of focus.  NCQA has raised the bar and made the requirements more challenging, 

ensuring the practices are always driven to continue their transformation. 

 

Most Significant Changes 

 Care Management – there is a larger focus on care management.  In the previous 

standards, practices needed to identify patients at risk based “clinically important 

conditions”.  2014 takes it a step further by focusing on patients who would benefit from 

care management taking into account behavioral health conditions, high cost/high 

utilization, poor controlled or complex conditions and social determinants of health.  This 

aligns with recent studies indicating that the most effective care management is for 

targeted populations – not all high risk patients may benefit from a care management 

program.   

 

 Team Based Care – the emphasis is now more on providing the patient with information 

– proactively orienting patients to the practice, assisting patients with choosing a 

physician and explaining the practice’s use of evidence based guidelines in care.  The goal 

is not only to ensure the entire care team is working at the top of their licensure but also 

ensuring the practice is focused on the patient.  If a patient feels the care team is invested 



 

in their health, the patient is more likely to ask questions, follow up on advice and adhere 

to treatment plans. 

 

 

 Population Health – while not new to PCMH recognition, the population health standards 

now incorporate Stage 2 Meaningful Use requirements and incorporate use of the 

electronic medical record and a Comprehensive Health Assessment.  Documentation 

requirements have changed.  Rather than merely show examples of the comprehensive 

health assessment, the practice now much either provider a report or conduct chart 

audits using NCQA’s Record Review Workbook. 

 

 Behavioral Health – has been integrated into a number of standards where it was not a 

focus previously.  Historically behavioral health has not been incorporated into medical 

care in a consistent manner.  This is in part to perceived stigma or discussing mental health 

concerns as well as a lack of behavioral health resources.  Embedded behavioral health 

support is found to increase adherence, especially with the chronically ill population. 

 

 Quality Improvement – in the 2011 standards NCQA wanted practices to develop the 

habit of measuring performance.  Now there is greater emphasis on demonstrating 

improvement.  NCQA has identified additional areas for improvement:  immunization 

measures, preventive care measures, chronic or acute care measures – all stratified for 

vulnerable populations, as well as care coordination measures, utilization measures 

affecting healthcare cost and patient access measures.  The goal is continuous quality 

improvement and sustainable change. 

 

 

Detail of Changes by PCMH 2014 Standard 

 PCMH 1:  Patient Centered Access 

o Considers both routine and urgent care 

o Evaluated advice 24/7 (not just during business hours) 

o Looks to improve access by adding consideration of alternative types of clinical 

encounters, and requiring practices to monitor “no show” rates 

o At least 50% of patients have online access to their health information 

o Clinical visit summaries are provided to more than 50% of patients within one 

business day 

 

 PCMH 2:  Team-Based Care 

o Practice assists patient in selecting a personal clinician 



 

o Practice informs patient that the care team provided access to evidence based 

care, patient education and/or self-management support 

o The practice assessing diversity of its population beyond just race and ethnicity 

o Ensures regular patient care team meetings or a structured communication 

process focused on individual patient care 

o Requires practice identified the team structure and the staff who lead and sustain 

team based care 

o Requires scheduled team meetings to also address practice functioning 

o Requires involvement of patients/families/caregivers in quality improvement 

activities 

 

 PCMH 3:  Population Health Management 

o Patient information data must be documented for at least 80% of patients seen, 

and updated the data captured to align with Meaningful Use requirements 

o Requires practices document occupation, and the name & contact information of 

other health care professionals involved in the patient’s care (if applicable) 

o Requires practices document family history as structured data, and have visits 

documented with electronic progress notes 

o Evaluates whether practices collect and regularly update a comprehensive health 

assessment, and reporting or chart audit(s) support comprehensive health 

assessment documentation 

o Requires documentation of mental health/substance use history of patient and 

family 

o Requires assessment of health literacy 

o Evaluates whether practices (at least annually) identify populations of patients 

and reminder patients/families/caregivers of needed care based on patient 

information, clinical data, health assessments and evidence based guidelines 

including preventive services, immunizations, chronic or acute care services, 

patients not recently seen by the practice and medication monitoring or alert 

o Evaluates whether practices implement and review at least annually clinical 

decision support following evidence based guidelines for a mental health or 

substance use disorder, a chronic medical condition, an acute condition, a 

condition related to  unhealthy behaviors, well child/adult care and 

overuse/appropriateness issues 

 

 PCMH 4:  Care Management and Support 

o Evaluates whether practices identify patients who may benefit from care 

management based on a systematic process including consideration of behavioral 

health conditions, high cost/high utilization, poorly control or complex conditions 

and social determinants of health 



 

o Evaluates whether practices monitor the number of patients who may benefit 

from care management as a percentage of the total patient population 

o Ensures care plans incorporate patient preferences and functional/lifestyle goals, 

identify treatment goals, assess/address barriers to meeting goals, include a self-

management plan and are providing in writing to the patient/family/caregiver 

o Ensures care plans are developed for patients who may benefit from care 

management, and are reviewed/updated at relevant visits 

o Evaluates whether practices have a process and demonstrate that it systematically 

manages medications 

o Evaluates whether practices compare prescriptions with drug formularies and 

send at least 50% to pharmacies electronically 

o Ensures electronic medical orders are entered for at least 60% of patients 

o Evaluates whether practices have and demonstrate use of materials to support 

patients and families/caregivers in self-management and shared decision making 

o Evaluates whether educational materials and resources are provided and patients 

are offered or referred to structured health education program, and whether the 

practice assesses the usefulness of identified community resources 

 

 PCMH 5:  Care Coordination and Care Transitions 

o Ensures clinical test results are electronically incorporated for at least 55% of tests 

and more than 10% of radiology images are accessible electronically (this is a 

higher threshold than the PCMH 2011 standards to align with Meaningful Use 

requirements) 

o Evaluates whether practices have a documented process for referral tracking and 

follow up that demonstrates consideration of available performance information 

on consultants/specialists, documenting co-management arrangements in the 

medical record and asking patients about self-referrals and requesting reports 

from clinicians to whom patients self-referred 

o Ensures practices provide consultants/specialists with the clinical question, the 

required timing, type of referral, pertinent demographic information and clinical 

data, including test results and the current care plan when patients are referred 

o Evaluates whether practices track referrals until the consultant/specialist report 

is available, flagging and following up on overdue reports 

o Ensures the practice maintains agreements with behavioral healthcare providers 

or integrates behavioral healthcare providers within the practice site 

o Evaluates whether there is a process for proactively identifying patients with a 

hospital admission or emergency department visit, both planned and unplanned 

o Ensures the practice has obtained proper consent for release of information and 

has a process for secure exchange of information and for coordination of care with 

community partners 

 



 

 PCMH 6:  Performance Measurement and Quality Improvement 

o In addition to the areas measured under the PCMH 2011 standards, the PCMH 

2014 standards also ensure practices are measuring performance on at least two 

immunization measures, and at least two other preventive care measures and 

care coordination measures 

o Requires practices measure performance at least annually 

o Evaluates whether the practice sets goals, analyzes and acts to improve on at least 

three clinical quality measures, one care coordination/resource use measure and 

one patient satisfaction measure annually 

o Evaluates whether the practice demonstrates continuous quality improvement 

o Evaluates whether the practice has achieved improved performance on at least 

two clinical quality measures, one utilization or care coordination measure and 

one patient satisfaction measure 

o Ensures the practice uses certified EHR technology that meets modified Stage 2 

Meaningful Use requirements 


